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Ticonium’s NEW Developments... 


STRESS-0-GRAPH — New, modern, accurate surveyor 
with a Micro-Meter gauge which measures undercuts 
accurately. Magna-Mount table insures accuracy on 
every case. 


STRESS-CHECKERS — precise, accurate castings made 
better with a metal shim (Ames) or prefabricated 
plastic former (Baca) for built-in accuracy on every 
partial denture. 


TRU-RUGAE — for brighter, sparkling cases! Use of a 
plastic wafer now produces the most minute details 
of every patient’s rugae. 


SURGICAL APPLICATIONS — requires a special alloy. 
Ticonium developed its famed #25 surgical alloy for 
use in implantation and replantation. Another 
Ticonium exclusive! 
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Treatment and Care: 


DAMAGED 
TEETH 


by Charles A. Levinson, D.M.D. 


Examining and consulting dentist for industrial firms, restau- 
rants, national food associations, manufacturers and vendors 
of foods, and insurance companies since 1929. 


I have observed hundreds of damaged teeth from accidents either 
in my own practice or in the offices of other dental practitioners. 

It is amazing to learn how little so many dentists know as to 
how to treat and care for damaged teeth, either in the child 
or adult. 

That part of the body that is more vulnerable to accidents is 
usually around the mouth and especially the anterior teeth. Of 
these anteriors, the ones most apt to get damaged in an accident 
are usually the upper four incisors, namely upper right lateral, 
upper right central, upper left central, and upper left lateral. The 
reason for this is quite apparent: they are the most prominent of 
all the teeth, they protrude beyond all the other dental members. 

However, in both the child and the adult, damaged teeth can 
and will occur in any part of the mouth. 

We are living in an “age of accidents.’’ The pace is so rapid that 
most of us do not and will not be careful. We do not think enough 
about how to prevent accidents. We trust to luck too much. We 
try to live by instinct and chance, with the result that accidents are 
piling up all over the country and the chances of damaging one’s 
teeth is ever on the increase. 


What to Do 


As soon as a patient arrives with a damaged tooth or teeth, he or 
she should have these dental members X-rayed and pulp tested. 
This procedure is applicable to both children and adults. 

If a tooth is just slightly chipped, all we can do is to polish the 
rough edges with sandpaper discs and cocoa-butter. If an anterior 
permanent incisor is badly chipped or broken and the break 
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involves the pulp chamber, we should place some 
zinc oxide paste mixed with terramycin ointment 
over the exposed or near-exposed pulp, and cover 
the tooth with a resinform temporary crown. Of 
course we must X-ray and pulp test this tooth first. 


After a short period, if the response is good we can 
construct a porcelain or acrylic veneer crown. If this 
accident occurs in a youngster of eight or ten years 
of age, another jacket crown should be built when 
he is sixteen years old. 


If a tooth is badly fractured it can be banded to- 
gether with a gold or non-precious metal. In the 
child, an accident to an anterior tooth can many 
times be saved if the fractured enamel is banded 
together. In time the youngster will heal and later 
on in adolescent or adult life jacket 
crowns can be substituted. 

Where a tooth has the entire crown 
broken off we can save the remnant of 
tooth structure by removing the in- 
jured pulp, performing root canal 
therapy. Then we can construct a post 
to be inserted in the root canal after 
it is properly treated and filled. To 
the post can be superimposed a_por- 
celain or acrylic veneer crown. 

In the case of children where the 
deciduous teeth are so badly damaged 
that extraction is necessary, or where the tooth or 
teeth are completely evulsed, then proper space 
maintaining is necessary until the permanent teeth 
erupt. 


Therefore, acrylic replacements of various kinds, 
either superior or inferior, must be constructed, no 
matter how young the child is, as long as all the 
twenty deciduous teeth have previously erupted. 

After the permanent teeth erupt the temporary 
space maintainer will be discarded. 


Immediate Dentures 


Where there are many deciduous teeth lost we con- 
struct artificial bridges or dentures to suit each indi- 
vidual case. In adults immediate bridges or dentures 
are also constructed, especially partial dentures 
where indicated. 

The reason for the immediate denture or bridge 
in the child is to keep the arch of the jaw in place 
so that the permanent teeth will erupt normally and 
may be a preventive, precluding the need for future 
orthodontic treatment. 

The reason for the immediate bridge or denture 
in the adult is to prevent the drifting of teeth into 
spaces. This can be very dangerous and can cause 
future traumatic injury to many teeth. 


If a child or adult has received deep cuts or lacer- 
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ations of the lips, gums, tongue, or any of the soft 
tissues in and around the oral cavity—especially dam- 
ages from pieces of metal, wood, glass, and so forth— 
he or she should be immediately referred to the fam- 
ily physician or to a local hospital. The doctor will 
inject the patient with antitetanic serum to prevent 
that dread and fatal disease—tetanus. 


If the lacerations are very deep and broad, then the 
damaged tissues in and around the mouth must be 
properly cleaned and immediately sutured. Anti- 
biotic treatment must also be administered both 
locally and intravenously to prevent widespread in- 
fection, especially if the damaged tissue is profound. 

It is amazing to see the lack of knowledge demon- 
strated by some dentists in cases of dental damages. 
I have seen hundreds of chipped, 
broken, and fractured teeth left un- 
attended for weeks and months. Some 
of the injuries to the teeth were either 
anterior or posterior. Many times the 
pulps of these deciduous or permanent 
teeth were present with new or definite 
pulp exposures, and yet nothing was 
done. The dentists would tell their pa- 
tients in my presence to wait and see if 
the teeth would “kick up;” if they do, 
they will have to be extracted, and if 
they don’t they will be saved. This is 
indeed poor logic because, unless the teeth damaged 
are immediately treated, covered, and the pulp pro- 
tected from the external elements, these damaged 
nerves that might be traumatized from the accident 
will definitely die. Neurosis of the pulp with an ab- 
scess forming in a short time will result from the poor 
treatment. Result—unnecessary loss of teeth. 


Need for Speed 


Damaged teeth in the child or adult must be pro- 
tected as soon as possible; within a few hours is not 
too soon. 

There are so many dental practitioners today so 
busy with expensive and extensive operative and 
prosthetic procedures which bring in handsome fees 
that they have no time to save teeth, especially teeth 
that have been involved in an accident of some sort. 
Many times they do not even want to bother with the 
case, especially if it is an insurance case, because of 
the possibility that the case might go to trial and 
they might have to appear as a witness for the claim- 
ant. 

The treatment and care of damaged teeth is 
neglected in too many dental offices today. Don't 
let it be so in your office, doctor. 


100 Boylston Stree¢ 
Boston 16, Mass. 
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(Wide World Photos) 


TOOTHBRUSHES IN THE NEWS: Above, John L. Petty, Jr., 14, of 
Kennett, Mo., demonstrates the toothbrushing machine he has de- 
veloped with an ordinary toothbrush, gears, and an electric motor. 
At right is Dentifit, imported from West Germany by the Adams 
Import Co., Trenton, N. J. Its hollow handle contains a four-week 
supply of liquid dentifrice. When the supply is used up, the screw- 
in handle is discarded and a refill inserted. 


How does it feel to be envied by other professional 
men? 

Why? Because physicians’ patients often consume 
hours detailing symptoms; a lawyer’s clients are 
sometimes impossible to quiet. But a patient with a 
throbbing toothache is brief. “This one, doc.” He 
points while silently urging you to proceed. 

“If only all patients were just toothache victims,” 
Doctor Almost Slipping grumbled to his family at 
the dinner table, “I would rate this envy. Yet I am 
harassed by these other conversation-happy patients 
who yak-yak all during the time-consuming treat- 
ments. Their chit-chat questions are wrecking my 
nerves!” 

“Patients have a right to know your diagnosis and 
proposed treatment. What do you mean by their 
‘chit-chat questions’?”” Mrs. Almost Slipping asked. 

“That is crossword puzzle lingo for wasting valu- 
able chair time and wearing me out. The children 
quip comedy: ‘What’s up, doc?’ Adults rattle me 
with ‘What’s new in dentistry?’ Imagine that! After 
my years of repetitious routine, asking me what’s 


What’s “Gnu” in Dentistry? 


by Connie Doyle, D.A. 


It’s important to keep up-to-date 


(Milton Riback) 


NEW in dentistry!” 

“Wouldn’t it be simpler just to take the time to 
tell them?” asked Junior Slipping brightly. “Any- 
one who works crossword puzzles knows what a 
‘gnu’ is—an African antelope, part buffalo, part 
stag.” 

“But Daddy doesn’t mean that word ‘gnu’,” Mrs. 
Almost Slipping explained. “He isn’t working cross- 
word puzzles in his office.” 

“He must have been that day I was there,” Junior 
insisted. “I heard his assistant, Miss Facefacts, talk- 
ing to her friend, the lawyer’s secretary from across 
the hall. Miss Facefacts said that Dad had been 
using cross words all day, that he was a puzzle to her, 
and that if he didn’t pull in his horns he soon would 
have no patients left.” 

“Miss Facefacts said THAT?” Doctor Almost 
Slipping exploded while rising from his chair. “If 
that’s her opinion, I'll fire her!” 

Mrs. Almost Slipping waited for him to calm 
down. “Now, Dear, we can’t fire Miss Facefacts. 
She’s been with you for years.” She hesitated before: 
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dropping her bomb. “You told me yourself that 
your practice was thinning out. There may be some- 
thing in what Miss Facefacts says. With your loss of 
enthusiasm for your profession, it could be your 
fault alone.” 

“But Daddy doesn’t have horns,” Junior insisted, 
“and she says that Daddy should pull them in. It’s 
too bad, if Daddy must have horns, that he can’t 
have them like the gnu’s.” 

“A gnu has horns?” Doctor Almost Slipping 
asked. “What kind, retractable pink ones?” 

“No. Gnus have straight, unyielding horns when 
they are young,” Junior answered. “With age the 
horns flex upward into a curve. This flexing is quite 
an advantage.” 

“Why?” Doctor Almost Slipping was amazed at his 
son’s inforntation. 

“Because everyone knows that if people, as in this 
gnu’s case, are willing to flex or bend a little, that 
they gain more push-power. When a gnu is irritated 
it butts his head.” 

“Then your father certainly behaves like a gnu at 
times.” Mrs. Almost Slipping laughed. 

“Do you mean the butting of my head when irri- 
tated?” Doctor Almost Slipping smiled a little. He 
did some serious thinking, drank from his coffee cup, 
and quietly replaced the cup in the saucer. “Any in- 
telligent suggestions on how to regain my original, 
live-wire enthusiasm and become a changed den- 
tist?” 

“Try the n-e-w way, not the g-n-u way, Dad,” 
Junior suggested before he skipped out to join his 
space-cadet set. 

Mrs. Almost Slipping suggested, “Did you no- 
tice that magazine’s test for dentists? It’s alive 
with ideas for lifting you out of that rut in which 
you have let repetition bury you. Sit still. I’ll bring 
the quiz to the table and you can see how you score.” 

She brought the quiz, How Enthusiastic and Well 
Informed Are You? He tried it. 


How Enthusiastic and Well Informed Are You? 


1. Do you attend convention clinics regularly to 
keep abreast of constantly changing modern 
methods? 

2. Have you read at least one technical book on 


DAMMED AT THE SOURCE ————, 


Dentists, at least, can settle one score— 


Silence the conversational bore! 


Barbara Becker 
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dentistry every year since graduation? 

3. Do you distribute A.D.A. educational materials 
to your patients? 

4. Do you stress the advantages of metal partials, 
over those of acrylic, as dentistry’s progress in 
prosthetic achievement? 

5. Do you redecorate or modernize your office at 
least every other year? 

6. Do you test new, improved products that sales- 
men introduce, or are you still using products 
you began your practice with? 

7. Are your waiting-room magazines the best and 
are the copies current? 

8. Do you encourage interest by answering all 
patients’ questions in a courteous, informative 
manner? 

9. Do you compliment every patient sincerely, es- 

cially those who give their teeth excellent 
ome care? 

10. Do you read trade journals that are designed 
solely to help you build and maintain your prac- 
tice, as well as your professional journals? 

11. Do you attend church, fraternal, and community 
meetings regularly, thus giving you an opportu- 
nity to represent dentistry favorably in the eyes 
of your patients? 

12. Do you regularly attend local dental society 
meetings to rub friendly shoulders with other 
dentists and discuss mutual problems? 

scoRING: Take off eight points for each No answer. 

RATING: If your score is below 60, watch out! You're 
losing ground. 

If your score is below 40, your sales-pressure is 

low and needs a daily transfusion of renewed 

enthusiasm. 

If your score is below 26, it’s time to make your 

will while you still have any income left at all. 
Doctor Almost Slipping blushed at his low score. 

He grabbed a stack of reading material his wife had 

wisely saved for just such an occasion and retired to 

his study. He agreed to attend P.T.A., his town’s 
service club meetings, and the next dental conven- 
tion in earnest. His horns, as Junior reminded, are 
beginning to flex, so he’ll have more push-power. 
When his next patient asks, “What’s new?” wiser 

and with fresh enthusiasm Doctor Almost Slipping 

will be, not irritated, but flattered. 
What’s gnu in your practice, doctor? 
112 S. Park 
Jasonville, Ind. 


PARADOXICAL PATIENTS 


Some patients who brush their teeth faithfully 
will 


Just brush off their dentist concerning the bill! 


Nancy Talbert 
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In the preceding insta]lment the outpatient dental 
program at the VA was discussed. The inpatient 
program has an equal if not greater impact upon 
the dental health, and upon the overall health, of 
the veteran and, indirectly, upon the health of all 
citizens of the nation. 

Dentistry in VA installations has had somewhat 
the same history as the profession as a whole. In the 
early days, dental services were not recognized as 
an essential part of medical treatment, and consisted 
only of extraction of painful teeth by the ward phy- 


sician. As the profession has progressed and the value 
of dental services become more fully recognized and 
appreciated, the VA dental inpatient program has 
grown. 


Treating the Total Patient 


Dental services, along with all hospital services, 
must be directed toward the total patient, and the 
rehabilitation of the veteran to a self-sustaining po- 
sition in the community. “Oral diagnosis and treat- 
ment planning is as important in hospital dentistry 
as the mechanical aspects of correction of defects of 
teeth or restoration of lost teeth—if not more im- 


portant,” one official states, adding: 

“There is a cooperative effort on the part of the 
dentist, physician, and other hospital personnel, 
each realizing that he or she has a definite service to 
offer and that only by cooperation and integration 
the overall health program for the veteran may be 
successfully implemented. VA dentists must be pro- 
ficient in their own field and learn the oral manifes- 
tations of the various disabilities encountered in the 
hospitalized patient in order to assist the physician 
in the overall diagnosis and treatment planning. © 


They must become thoroughly familiar with the nor- 
mal so as readily to recognize deviations in the oral 
field. They must be able not only to recognize and 
diagnose these abnormalities, but to differentiate be- 
tween abnormalities which are of local origin and 
those which are manifestations of systemic disorders 
or benign or malignant neoplasms.” 


When Dental Treatment Is Given 


In VA hospitals and domiciliary homes, dental 
treatment is given when (1) it will have a direct 
bearing in the treatment of the disability requiring 
hospitalization; (2) patients are suffering from 


The inpatient dental program at our VA installations 
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chronic disability requiring constant medical atten- 
tion, or (3) patients are or will be hospitalized for 
prolonged periods. In VA domiciliary homes, dental 
treatment, like medical care, is provided as part of 
that domiciliary care. Most of the 17,000 domiciliary 
members who are cared for in these facilities are 
long-term cases as are many of the patients in the 
neuropsychiatric hospitals. For example, nine out 
of ten psychotic patients in VA hospitals have been 
in these institutions for a year or more. For such 
patients the VA dentist functions as the family den- 
tist, dealing not only with the dental diseases which 
may have a bearing on ‘the patient’s medical condi- 
tion, but also treating his other dental needs as well. 


Oral Examinations 


With the limited dental staffs of VA hospitals, it 
is not possible to provide a complete oral examina- 
tion to all patients admitted, especially patients in 
general medical and surgical hospitals with their 
rapid turnover in patient caseloads. Therefore com- 
plete examinations with full mouth radiographs are 
routinely obtained only on those patients with a dis- 
ability for which dental treatment might be an indi- 
cated part of the treatment, and a screening type 
examination is given to the remaining patients. 
These examinations are obtained: 

1. To determine existing dental disease and report 
it accurately, in a manner that is clearly under- 
stood by the ward physician charged with the care 
of the patient, so that these findings may be re- 
lated to the overall medical treatment plan. 

. Tocorrect defects having a bearing upon the con- 
dition fur which the patient is hospitalized. 

. To motivate the patient to maintain his dental 
health after leaving the hospital. 


Only 4 Per Cent of Needs Fulfilled 


Significantly, studies of the dental treatment given 
to these patients have shown that such treatment rep- 
resented less than 4 per cent of the total dental treat- 
ment required by these patients. Said one VA dental 
official: “Surely this emphasizes the importance of 
encouraging the patient to follow necessary dental- 
health practices after he leaves the hospital.” 

Recent advances in the treatment of patients hos- 
pitalized in both the tuberculosis and neuropsychi- 
atric hospitals have made many of these patients 


‘available for dental attention. This is especially 


true of patients for whom the new tranquilizing 
drugs are effective in not only reducing the period 
of hospitalization but in making them more amen- 
able to other treatment, such as dental care. In these 
cases, too, the VA dentist plays an important part in 
the complete rehabilitation of the veteran. 


Next Month—Concluding Installment 
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“WELL, WELL, WELL, WELL, WELL, WELL, WELL... 
WELL, WELLI" 


“SENATOR, | DON'T WANT YOU TO GO THROWING AWAY 
THE TAXPAYERS’ MONEY ON INFERIOR DENTURES.” 


DENTAL POLITICIAN 


I see on TV To further confuse, 


That it’s going to be My patients each choose 

A Republican running this year A different fellow to like: 

As hard as he can It’s Adlai for one 

Against that good man Or a “favorite son,” 

The Democrats chose with a cheer. Or Nixon, Kefauver, or Ike... 


The nominees stand, Now I'd like to reveal 


I note, for our land, Just the way that I feel 

And opposed to each other and sin; Though experience has shown me before 
And, after each speech, That my custom and pay 

The conclusion I reach Hang on what I may say 

Is that only this one man should win! When a patient asks, “Doc, who ’re you for?” 


So while I drill and grind, 
I speak my full mind 

On matters of world-wide import; 

I don’t straddle the fence, 

But with great eloquence 

Show it’s Washington (George) I support! 


Martin Garland 
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by K. M. Kennedy 


Much has been written to guide the formation of 
the new dental assistant. Much has been written to 
guide the budding hygienist on to the heights and 
inspire her employer with a proper appreciation of 
her talents. But apparently nothing has ever been 
done to point out the hidden dangers which await 
the well-trained girl in a dental office. It is time to 
focus attention on the top-notch girls-in-white, to 
see what keeps some of them at the peak of perfec- 
tion, to see what starts others on the downgrade. 


Those Lists! 

Every assistant, every hygienist, occasionally comes 
across one of the lists of requirements for girls in her 
position. Any girl who has spent a thousand hours 
beside a dental chair, must share an inward smile 
with her sisters-in-white when she comes across one 
of these lists: 

Is your uniform always immaculate? 

Do you speak pleasantly on the phone? 
Do you have a ready smile for patients? 
Do you keep the reception room dusted? 

While it is always well to check such matters from 
time to time, all these things are so ABC to a real 
dental assistant or hygienist that she may well smile. 
If she weren’t a well-mannered, well-bred girl, she 
wouldn’t have been hired in the first place. Of course 
she is clean and pleasant and courteous. Of course 
she brushes her teeth and files her nails and combs 
her hair. 


All Your Roles 


Another thousand hours and she is entitled to be 
honestly amused at thoughts which once impressed 
her: 

You are not merely a secretary. 

You must be a receptionist. 

You must be an assistant nurse to the doctor. 
You must be a hostess greeting her guests. 
You must be a bookkeeper. 

You must be a laboratory technician. 

After awhile a good dental assistant accepts all 
these parts of her work and binds them together into 
a busy day. In these times of plentiful employment 
for young women, a girl who likes her work suffi- 
ciently to remain in the same office month after 
month will almost certainly take pride in the per- 
formance of her duties. She probably is a girl who 
likes her white uniform. She probably is a girl who 
enjoys seeing people and talking to them. 


After the first year she would no doubt be as likely 
to walk around the office telling herself, “Now I am 
a wood nymph; now I am a steeple chime,” as she 
would telling herself, “Now I am a cleaning woman; 
now I am a bookkeeper.” She’s likely to be anything, 
and the sooner she’s it the quicker things will be 
done. For that’s the life of a dental assistant. 

The girl who crosses the three-thousand-hour line 
as an assistant has presumably spent a few dozen 
more hours attending specialized courses or lectures 
or discussions. She may have a few awards and cer- 
tificates attesting to the fact that she is approved as 
a dental assistant by this group or that. She has 
earned these documents in her own free time, and 
quite justifiably values them even more than her 
qualities of cleanliness and pleasantness. 


Such a capable and seasoned dental assistant } 


should sail serenely onward, a continual joy to her 
dentist, the fortunate patients, and her lucky self. 
She should be the punctuation mark at the end of all 
the requirement lists. There should remain to be 
mentioned nothing further. Upon the sweet air 
should float only the sunshiny words, “And they 
worked happily ever after.” 

Sometimes it does happen that way. Sometimes it 
doesn’t. For from this point on until the age of ap- 
proximately seventy-two, there lurks a danger that 
is never pointed out, because it is hard to give it a 
name. 

Almost every dentist knows of some case—perhaps 
his own—where an experienced assistant has been 
replaced with an untrained girl, and the employer 
has found the transition a happy one. There may be 
as many explanations as there are occasions. 

“She got on my nerves lately for some reason,” the 
dentist may say. 

“He’s got some cute kid now that beams at him 
when he pulls a deciduous tooth,” the assistant may 
counterattack. 

Neither of which explains why an assistant who 
was once enthusiastic enough to acquire training, 
should lose favor with an employer after she has 
acquired that training. 


A Secret 
We venture to guess that top-notch assistants who 
continue in well-paid positions year after year have 
a secret, mental list of questions which they ask them- 
selves occasionally. The ABC list becomes the XYZ 
of: 
Do I enter the conversation too often? 
Have I developed a dislike for certain types of 


STOP LIGHTS: For 
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patients with whom the dentist is tolerant, 

and does my dislike show? 

Is familiarity breeding contempt for any phase 
of my work? 

Do I still behave as though each extraction is of 
prime importance to the patient, the dentist, 
and myself? 

Am I becoming overly officious? 


A shy, hesitant girl may realize with pleasure that 


’ a year of dental assisting has given her new poise and 
. self-confidence. Everyday contact with people has 


taken away what used to be her own secret dislike 
of entering a room full of people. It has given her 
an ease of conversing with others, a pleasure in meet- 
ing new faces and minds. 

The same girl may be shocked if it is pointed out 
to her that five years of dental assisting have turned 
her into a garrulous person who wastes time chat- 
ting with patients, who monopolizes the conversa- 
tion so that her dentist assumes a position in the 
background. Even if her dentist is the mousy type 
who is advised to choose for his assistant a Junior 
League Betty with a vivid personality and a host of 
friends (with teeth) , he still will like to say a word 
or two himself. 

If he is the usual man who spent years in college 
forming his own attitudes and ideals, he will want 
to incorporate those attitudes and ideals in his own 
office year after year. It will be a frustrating experi- 
ence for this man to find that day after day his assist- 
ant is lavishly bestowing her own attitudes and ideals 
all over the place. She’ll be the last person to know 
it herself. Her best friend won’t tell her. So how can 
her dentist? 

If and when Betty decides to become an airline 
stewardess and/or marry, her dentist will honestly 
enjoy purchasing the gift with which he speeds her. 
The longer Betty remains with her dentist, the less 
likely she will be to combine her increased ease and 
confidence with her former charming shyness and 
reserve—unless she reads this. 

“Am I extra hands or an extra brain?” is the final 
question which will keep the fully trained assistant 
always at a fine edge of perfect service. 

For that is the simple explanation of the most 
valuable assistant. The new assistant is a third hand 
to hunt awkwardly through the cabinet while the 
dentist uses his first and second hands in the patient’s 
mouth. She is a third hand to snap a towel about the 
patient’s neck while the dentist is thinking of it. 

The trained assistant is a third and fourth hand 
that loads the amalgam carrier and slips it into the 
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dentist’s second hand, that catches the empty carrier 
and replaces it with a No. 2 Woodson in one split 
second, just as the dentist would work if he really 
had four hands. 

Actually, the perfect assistant is more valuable to 
the dentist than an extra pair of hands grown on his 
own body. For the assistant can go into an outer 
room and accomplish the task the dentist wills them 
to do. 


About the Sterilizer... 


But always the assistant hands must be activated by 
the dentist’s will, not by the assistant’s. If the assistant 
believes that the sterilizer should be turned to fourth 
heat when the dentist advises third heat, her hands 
should automatically turn it to the position at which 
her dentist’s mind would will his own hands to 
place it. 

In Massachusetts one well-trained assistant had it 
on good authority that the sterilizer should be boiled 
briskly for twenty minutes before it is considered 
ready for use. The dentist had a habit of dropping 
instruments in when the water steamed and taking 
them out for use after an interval. 

It is never told in the dental gatherings of Massa- 
chusetts that the assistant, found boiling the sterilizer 
on high one morning, was strangled by the dentist, 
who was then convicted of murder. 

Because that never actually happened. What did 
happen was that the assistant made a fetish of setting 
the sterilizer on high for twenty minutes each morn- 
ing. Sometimes the deed was done before the dentist 
arrived. Sometimes it was done before he noticed it. 
And at least a third of the time he turned the switch 
down a notch. 

“Second heat is high enough for this,” the dentist 
observed casually on the initial occasion. 

At first the assistant said honestly enough that 
some course, or some supply house, advised boiling 
on fourth heat for twenty minutes before using that 
special sterilizer. 

“Second heat is high enough,” the dentist said. 

Well, perhaps the assistant was right and she may 
have saved dozens of patients from osteomyelitis. 
Perhaps the dentist knew just a bit more than the 
assistant and was qualified by years of college as well 
as experience to judge boiling water. But certain it is 
that the assistant could have saved her dentist from 
constant irritation for three years. 

This qualification of extra hands rather than extra 
brains does not signify that the assistant need have an 
inferior brain. Quite the contrary, for the best assist- 
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ant not only has the intelligence to grasp much dental 
procedure, but also remembers to perform that work 
as another person prefers to have it done, not as she 
herself might prefer to do it. 

Each year of increased knowledge and intelligence, 
attuned and subjugated to her dentist’s will, makes 
her a more and more definite extension of the dentist 
himself. This extension of the dentist’s will power 
applies to the assistant in all phases of her work, 
whether it be mechanical or financial or purely con- 
versational. 


About Money... 


The Dental Assistants Group of Utopia may ar- 
range to have the financial wizard of Utopia disclose 
to the group exactly how he arranges payments in his 
office. His financial prosperity may stem from a sys- 
tem of wisely arranged guarantee notes from each 
patient. 

There are very few assistants or hygienists who be- 
come so imbued with their own professionalism that, 
after such a meeting, they will proceed to have their 
doctor’s patients sign guarantee notes. But an excess 
of professionalism may cause the assistant to incor- 
porate some of the financial wizard’s attitude in her 
own relations with patients. 

If the dentist is an easygoing man who believes that 
he will gain patients by easygoing methods, he may 
believe that the influx of patients gained by this 
method will more than offset the few poor risks upon 
whom he will lose money. Or he may just have a dis- 
like of haggling over money and be pleased to have 
his assistant be businesslike about it. 

The assistant who senses this inclination and be- 
comes an extension of her employer’s attitude in the 
matter, is wise indeed. The assistant who brushes 
aside her dentist’s ideas upon this subject—or any 
other—should do one of two things: She should ob- 
tain her own D.D.S. and conduct her own office as 
she pleases, or she should terminate her present em- 
ployment and obtain a position with a dentist whose 
ideas are similar to her own. She would then be able 
to conduct herself as an extension of the dentist’s 
mind, which is the prime purpose of an assistant. 

Certain it is that the well-trained assistant should 
never lapse into the routine which existed at one 
time in a certain government clinic. 

Miss So-and-so at chair No. 3 constantly irked the 
dentist at chair No. 3 by neglecting to provide a fresh 
tray cover for each patient. After ten years of chang- 
ing tray covers she developed a casual attitude that 
permitted her to flick away a few crumbs of impres- 
sion material and consider the cover sterile because it 
looked clean. 

“Did you change the cover?’’ Doctor No. 3 asked 
constantly. 

Miss So-and-so’s explanation was that the patients’ 
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health was being checked constantly and if they had 
anything contagious they wouldn’t be wandering 
around anyhow. 

“We can’t see germs,” the doctor conscientiously 
insisted. “We don’t know when someone may pick 
up a germ. We won't pass it on here. Is that a fresh 
cover?” 

Whereas at chair No. 2 presided an assistant who 
carried her semi-professional status into the Big 
League realm. 

Dentist No. 2 occasionally remarked, “Didn't use 
that tray.” 

Nevertheless, the cover was inevitably changed. 
Whether assistant No. 2 felt that a mere glance might 
have soiled the tray, or whether she felt that it is a 
far, far better thing to err on the scientific, sanitary 
side, the effect was the same. Assistant No. 2 annoyed 
her dentist far more than he liked to admit to himself 
in view of the fact that the government had stock- 
piles of the tray covers and the matter should never 
have become a personal issue. 

The assistant at chair No. | was beloved by all, en- 
tirely out of proportion to her looks, figure, and per- 
sonality. Why? Because in that particular clinic she 
meant a refreshing relief from petty annoyance 
merely because she changed, or did not change, the 
tray covers in accordance with the dentist’s prefer- 
ence. ; 

Dentists are human. They like an assistant to assist 
—not insist. 


46 Earle Street 
Lonsdale, R. 
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“DON'T YOU REALIZE THAT YOU MUST BE A JOINER IN THIS 
PROFESSION?” 
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“ORAL CANCER—Part I! 


When radiation therapy is instituted in oral can- 
cer, the normal tissues of the floor of the mouth, 
tongue, gums, or cheek become scarred and inelastic. 
Occasionally the salivary glands may be injured, re- 
sulting in dry mouth (xerostomia). And, during or 
after treatment, the gingivae may become inflamed, 


Photograph above shows osteonecrosis of andible, and the 
photograph at the right shows radiati osis complicated 
by malignant infiltration. Illustrations courtesy of Doctor S. Gordon 
Castigliano, from ‘Oral Cancer,"” ORAL MEDICINE, J. B. Lippincott 
Company. 


left m 


ulcerated, and painful. Often the breath is foul. This 
may be followed by gingival recession, periodontitis, 
and destruction of alveolar bone. The teeth will 
become painful and loose. Finally, bone destruction, 
called osteonecrosis, sets in, followed by intensely 
painful sequestration. 

Frequently, the teeth in the field of radiation be- 
come chalky; they chip and crumble away, leaving 
sharp irregular edges, sometimes a week or two after 
treatment. On occasion, persistent and unmanage- 
able toothache of the teeth in the direct beam of 
radiation will occur. 

Should such painful teeth be extracted, then oste- 
oradionecrosis is inevitable and the osteomyelitis 
will eventually involve all the heavily irradiated 
bone. The patient will get no relief until all such 
bone has been removed surgically or permitted to 
sequestrate and extrude itself; although relief from 
pain is at times obtained by means of alcohol in- 
jection of the gasserian ganglion or its divisions. 

The chief symptoms of acute radiation osteone- 
crosis are pain and swelling. The pain may be ex- 


RADIATION THERAPY 


Its effects on tooth structure 


by Joseph Murray, D.D.S. 


cruciating and described as resembling a toothache, 
but much more severe. The swelling may extend to 
the upper and lower lips, the lids, and most of the 
face and neck. 

At this time, control of infection is also important, 
the antibiotics playing a major role. The mainte- 


nance of nutrition, too, is vital, with intranasal feed- 
ing, hydrolyzed proteins, vitamins, and blood trans- 
fusions frequently indicated. 

This serious complication due to cancer-lethal ra- 
diation dosage is usually unavoidable and constitutes 
a valid reason why carcinoma of the gum is prefer- 
ably treated by surgery. 


Extractions and Radiation Therapy 


The question of extracting teeth before or after 
radiation therapy is quite controversial and will 
apparently continue to be so for some time to come. 

Doctor Hayes Martin feels that when the beam of 
radiation must pass through the mandible or max- 
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illa, a cancer-lethal dose will inevitably produce such 
a degree of vascularity and osteosclerosis that such 
bone will not survive if exposed in the mouth by 
extraction of teeth either before or after radiation 
therapy. 

He suggests that if the teeth are extracted immedi- 
ately before the lethal dose, normal granulation tis- 
sue will not form and the tooth socket will remain 
“dry.” Should the therapist be cautious and wait a 
few weeks after extraction, then precious time would 
be lost while the lesion would extend, frequently in- 
vading the tooth socket and medullary canal. Fur- 
thermore, complete epithelization of the gum cover- 
ing the socket would not have occurred in that time, 
and again irradiation would destroy the young gran- 
ulation tissue, eventually exposing the devascular- 
ized bone in an habitually bacteria-laden field. 

Doctor Martin is of the opinion that one excep- 
tion to extraction of teeth before beginning radia- 
tion therapy may safely be made in those cases where 
the alveolar process and the teeth are not directly 
in the beam of radiation and where the presence of 
the teeth would interfere with the proper introduc- 
tion of a peroral cylinder. The main consideration 
should always be: By what expedient can bone ex- 
posure be avoided in an irradiated field or in an area 
about to receive such treatment? 

One expedient has been to grind down sound teeth 
to the gum margin, clean and fill the root canal, and 
leave the root in place as a plug. “Such a procedure, 
though not always permanently successful, may defer 
the complication of osteoradionecrosis for several 
years and sometimes permanently,” says Doctor 
Martin. 

On the other hand, Doctors B. G. Sarnat and Isaac 
Schour believe that it is advisable to extract all teeth 
in either good or bad condition which are in or ad- 
jacent to the area of irradiation. They say that nearly 
complete healing of the gingivae and bone should 
be obtained before therapy is begun; that apparent 
loss of time will be compensated for by a diminution 
of the secondary infection and greater safety for the 
treatment so given. 


Guidance from Doctor Castigliano 


According to Doctor S. G. Castigliano, any gingival 
wound, not only that caused by the removal of a 
tooth, may precipitate an osteonecrosis after heavy 
irradiation. He claims that delayed soft tissue necro- 
sis from unknown causes or from trauma, that is, 
dentures, bone splinter, toothpick, chewing rough 
foods, or general poor oral hygiene, has led to ulcera- 
tion, exposure of bone, infection, and osteonecrosis. 

After radiation therapy to alveolar ridges, buccal 
surfaces or lateral edges of the tongue, he prefers a 
period of eighteen to twenty-four months to elapse 
before permitting the use of dentures, and favors the 
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mucostatic technique whenever possible or practic. 
able. 

In addition, Doctor Castigliano cautions that den- 
tures should be constructed only after consultation 
and cooperation with the cancer therapist. 

In considering the danger of osteonecrosis to an 
irradiated patient, this well-known clinician, to 
avoid delay after extractions, starts treatment when- 
ever feasible by use of individually fashioned peroral 
cones, the jaw at the same time being protected abso- 
lutely with a lead shield. 

Where irradiation through the mouth alone is in- 
adequate, external portals are combined in such a 
way as to ensure protection of the jaw during the 
healing of lacerations, or they are used later, peroral 
portals being used first. 

Practically all cases which present no evidence of 
metastatic disease today are managed first by peroral 
irradiation, then by fractionated interstitial irradia- 
tion. External irradiation to the primary lesion, if 
needed, is used only after the tooth sockets have 
healed, except when inframandibular portals are 
used or the damaged mandible is protected. 

Doctor Castigliano feels that this technique results 
in a higher percentage of cures than was formerly 
obtained with irradiation therapy. 


1358 46th Street 
Brooklyn 19, N. Y. 


(Concluding article next month) 
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TO MAKE A STRONGER GLUE 


Most of us in mending a broken plaster model or 
replacing pieces of impressions that have broken 
loose, use liquid glue such as we can buy in stores. I 
have found I can make an even stronger glue by 
breaking into small pieces either hard stock glue or 
the glue that we can get in flat pieces. This I put ina 
wide mouth jar with a screw top. I pour common 
household vinegar onto the hard glue and set the jar 
away for a few days. The vinegar will dissolve the 
glue. If too thick, it can be thinned by adding more 
vinegar until it reaches the consistency you prefer. 
This glue hardens in about ten minutes. After re- 
moving the plaster, wash the trays in clear water. 


R. B. Moore 
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A letter arrived from Alberta, Canada, the other 
day, bringing us news of a dental couple we met two 
years ago through correspondence. We think of them 
as members of the TIC family and as good friends, 
although we have never had the pleasure of meeting 
them face to face. 


Our acquaintance began in 1954 through a letter 
from a young Canadian wife who wrote to say 
“Hello” and to tell us that she read TIC every month 
and was interested in hearing about the activities 
of dental wives in the United States. She told us a 
bit about herself, her husband, and their family in 
Canada. 


We liked her letter and urged her to send us more 
material about them. TIC published that story 
under the title “Success Story,” and it was just that. 
While her husband went through dental college, 
this young wife worked as a school teacher and ste- 
nographer to help him get his dental education. By 
the time he graduated they had two small children, 
and when the story appeared in 1954 the family num- 
bered four. 


Because we liked this family, we wrote them not 
long ago to ask, “How have you been these past few 
years, and are you prospering in Canada?” The reply 
was prompt and the news was good. They deeply 
love their section of Canada. They love dentistry 
and they are definitely prospering. Today they have 
five children. We were as pleased as if we had heard 
from old and dear friends. 

We wanted to publish their names this time, but 
you know how most dentists are about publicity. 
However, we will tell you all we can. They live in 
the sugar-factory town of Raymond in Southern 
Alberta. The town is located in a rich agricultural 
district where mixed farming—particularly sugar 


g beet raising—is carried on. The beet sugar, packaged 


there and bearing the name of Raymond, has put 
the town on the industrial map of Canada. Also, it 
is famous for its “Stampede,” an annual rodeo cele- 
bration, which brings people from hundreds of miles 
around, the first of July, to share in the fun. The 
town was named for Raymond Knight, the father of 
rodeo in Canada. 

The dentist graduated from the University of Al- 
berta eight years ago and has practiced dentistry ever 
since in Raymond. He and his wife like the advan- 
tages of living in this small friendly town. The den- 
tist has the opportunity to know all his patients ex- 
tremely well. He knows their likes and dislikes and 
their problems. During the periodic financial 
strains in their lives, he withholds monthly state- 
ments; he knows his patients are honest and will pay 
when the financial crisis is past. 


This is also a wheat district in Canada, and the 
wheat farmers experienced a difficult time when the 
foreign markets were closed to Canadian wheat. 
Farmers were put on a quota basis, and could only 
deliver so many bushels of wheat per acre to the 
grain elevators. The question of how to pay for their 
dentistry was solved by making their payments in 
eggs, flour, poultry, meat and even in labor in some 
instances. 

Every year this dentist goes to the University of 
Washington in Seattle for a short postgraduate 
course in order to keep up with new dental trends 
and ideas. 

Both he and his wife are active in community and 
church affairs. With five growing children, they con- 
fess they are relieved that they are living in a com- 
munity where “it is frowned upon for young people 
to smoke, drink, gamble, and do many things that 
young people of larger centers do today.” 

It is a healthful environment with tremendous in- 
terest in sports, especially basketball. There is also 
great activity in dramatics, music, speech festivals, 
and the like. The family own a small boat and on 
long weekends they head for a nearby summer resort 
to fish, go boating, and generally enjoy themselves. 

We hope that you have enjoyed reading about 
these dental neighbors from Canada. It is always 
stimulating to know other people who are working 
toward the same general goal as our own but doing 
it in different locations, under different conditions, 
and with different problems. 

Personally, we welcome hearing from dental wives 
in various parts of the continent. Sitting at our desk 
in one small corner of these United States, we often 
wish we received more interesting letters from all of 
you out there. We should like to know you better. 
We all married dentists, and that should create be- 
tween us a common bond. 


P.O. Box 350 
Albany, N.Y. 
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Snaggle Tooth 
Cherub Club 


BOYS AND GIRLS OF OKLAHOMA 
CITY’S LAFAYETTE GRADE SCHOOL 
SHOW THEIR BADGES OF MEMSBER- 
SHIP. 


by George W. Phinney 


The Snaggle Tooth Cherub Club of Oklahoma 
City’s Lafayette grade school is a very exclusive 
organization. Only youngsters in the second grade 
who have lost one or more front teeth are eligible 
to join. 

This unique club was dreamed up by Mrs. Grace 
Cochran better to teach her second-graders how to 
take proper care of their teeth. It is her way of 
putting fun in dental hygiene and at the same 
time preventing her students from becoming self- 
conscious. 

“Each year I get these snaggle-toothed youngsters,” 
says Mrs. Cochran, “and I love every one of them. I 
know they can’t help their snaggle-toothed appear- 
ance, but I do know that, with attention, care, and 
proper diet, their new teeth will come in strong and 
healthy.” 

Mrs. Cochran worked out a project on Mr. Tooth 
with drawings and posters showing his friends— 
fruits, milk, and vegetables. She visited several 
dental offices and obtained material on dental health 
and how to clean teeth. She uses a set of dentures 
to demonstrate correct brushing techniques. 

“It is amazing, the success she is having,” says the 
school principal, Wade Davenport. “I do believe 
some of those youngsters would pull every one of 
their teeth just to join the Snaggle Tooth Club!” 


P.O. Box 5552 
Midwest City, Okla. 
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THANKS FOR DISLOYALTY a 


Among the things I’m thankful for 

Are folks who don’t come any more... . 
I consider with affection 

This one’s, or that one’s, defection! 


I wouldn’t do Doc Pringle wrong 
But I am glad he’s got Miss Strong 
—She, the one who always eats 
Onions, garlic, nuts and sweets! 


I will gladly hold the sack 

To give Doc Parker, Mr. Jack 
—He whose dental bills pile high, 
—Who, on pay-day, passes by. 


Several others I have lost 

Eagerly—nor rue the cost— 

Sweet things who would get acquainted, 

Boys who squirmed, and men who fainted ... . 


I survey complacently 

Appointments where they used to be, 
Commiserating in my mind 

Pringle, Parker, and Doc Kind. 


Only one thing can alloy— 

Now and then—my heartfelt joy: 
When I turn to my chair and see 
Problem patients they’ve sent me! 


Helen Harrington 
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“Gee, doc, I didn’t even feel the needle at all and 
my lip is getting real numb!” 

Sweet words in a dentist’s ear, aren’t they? The 
patient is satisfied and you are pleased. No need to 
waste time with another injection or to have the 
patient squirm about under the bur or forceps be- 
cause of pain. 

Most of us give injections every day, either for 
surgery or operative work, and a “good injection” 
—one that takes and causes the patient no discomfort 
—is not only a time saver but a practice-builder as 
well. 

Here are some pertinent pointers for a good injec- 
tion technique. A painless or near painless injec- 
tion can be accomplished by every practitioner with 
just a little extra effort. The fear of the needle, ex- 
pressed by so many patients, is usually justified. Prob- 
ably a careless or thoughtless dentist, endeavoring 
to save a few pennies and a few seconds, has sent a 
heavy, dull needle ripping through the tissues and 
crashing against the periosteum. He also sent the 
patient to another dentist. No pennies saved. Time 
saved? Yes, plenty of time—to stare at an empty 
appointment book. 

The first requisite for a painless injectior is a sharp 
needle. If you are in doubt about the sharpness of the 
needle, run the unbeveled side gently over a piece of 
sterile cotton roll. If it catches, it isn’t sharp enough. 
Some men advocate the resharpening of needles, 
but I always feel safer with a new one. For infiltra- 
tion, the thinner the gauge the easier it glides into 
the tissue and the less sensation for the patient. A 
27 or 28 gauge is ideal. A heavier gauge needle, how- 


Reflections on 


LOCAL INJECTIONS 


by Maurice J. Teitelbaum, D:D.S. 


A dozen suggestions to improve your technique 


ever, may be used for the mandibular insertion, es- 
pecially for children when movement of the head 
may be anticipated and breakage might occur. Be- 
fore the needle is inserted, the tissue should be dried 
and a topical anesthetic applied. My personal pref- 
erence is Xylocaine ointment, which I have found 
to be very effective. However, there are many other 
good ones on the market. The lip should be pulled 
aside in a maxillary injection to get the tissue firm 
and taut. This permits even easier entrance. While 
holding the lip, a little pressure exerted upon the 
lip by the thumb and forefinger is a good bit of psy- 
chological play so as to distract the sense of feeling 
away from the area to be pierced. Then, with the 
bevel of the needle facing the bone, the needle should 
be inserted gently and smoothly, expressing a few 
drops of the anesthetic solution as the needle pene- 
trates deeper into the tissue. Following this pro- 
cedure, the result is a painless injection. When a 
palatine injection is necessary, a few moments should 
elapse after the labial injection is given and then a 
few drops should be placed into the dental papilla. 
In a few seconds the palatal area will be anesthetized 
enough to be injected painlessly. The palatine in- 
jection-should be made very slowly so that the pres- 
sure in this.thin tissue area doesn’t cause the discom- 
fort of excessive pressure. 

Following are a dozen “don’t’s” in local anesthesia 
injections: 

1. Don’t fail to caution the patient in advance 
about movement when he senses the injection is 
being made. 

2. Don’t use needles that are of an inferior quality, 
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rusted, brittle, or dull. 

3. Don’t inject in any area without being familiar 
with the anatomical structures involved. 

4. Don’t fail to support properly the tissues or jaw 
to be injected. 

5. Don’t insert the needle until it disappears from 
view. 

6. Don’t jab, thrust, or plunge the needle into the 
tissues. Insert the needle gently, smoothly, and 
evenly. 

7. Don’t grope around for the proper bony land- 
marks while the needle is partly in the tissue. 

8. Don’t fail to caution the patient to keep his 
mouth open until you tell him to close. 


9. Don’t inject rapidly so that tissues are bal- 
looned. 

10. Don’t wave the needle in front of the patient. 
Try to keep the needle hidden from view. A piece 
of sterile cotton roll over the needle until the mo- 
ment of insertion is a good way to accomplish this, 
especially when injecting children. 

11. Don’t insert the needle through the pterygo- 
mandibular ligament. Insert either buccally or 
lingually to the ligament. 

12. Don’t take your eyes off the site of injection. 
See what you are doing. 


446 Clinton Place 
Newark 8, N. J. 


A Manual of Oral Surgery, by W. Harry Archer, B.S., M.A., 
D.D.S. Published by W. B. Saunders Co., Philadelphia, Pa. 
Second edition, 1956; 877 pages; 1,400 figures. Price $16.50. 


Introductory Psychosomatic Dentistry, by John H. Manhold, 
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This lower right unilateral is a precise, exact partial den- 
ture. It replaces a second bicuspid and first molar effec- 


tively and will function successfully for many years. It is 
another example of how Ticonium cases are being pre- 
scribed by more and more doctors because of the FIT of 


Ticonium. 


bal- 
ent. 
iece 
mo- 
—— 
lace 
, by 
DS. 
135 
50. 
.B., 
for 
ino, 
on- 
hia, 
ub- 
rice 
w. 
bli- 
_ by 
C. 
Co., 
rice 


: 
| 
U. S. Postage = 

PAID q 
413 North Pearl Street, Albany 1, N. Y. ALBANY. N. Y 


Form 3547 Requested Permit No. 1648 


UNIVERSITY GCF MICs 1 Gan 
SCHOOL OF DENTIST#Y 
ANN ARBOR MICHIGAN 


<> 


f sh 


PICONEEM: DEV ISI ONS 


A L BAN Y , N E W Y OR Kk 


compliment@oy Ticonium 


2 


j 

! 
| 
( 

i 


